INTRODUCTION AND OBJECTIVES: Robotic surgical techniques have been adopted for procedures in pediatric urology even in reconstruction for neurogenic bladder. Our aim was to expand on the previously described bladder neck reconstruction with sling and Appendicovesicostomy (APV), by showing that the well described open split appendix technique can also be perform robotically, allowing for the creation of both APV and MACE. This video is to our knowledge, the first to demonstrate the use of robotic split appendix technique.
INTRODUCTION AND OBJECTIVES: Robotic surgical techniques have been adopted for procedures in pediatric urology even in reconstruction for neurogenic bladder. Our aim was to expand on the previously described bladder neck reconstruction with sling and Appendicovesicostomy (APV), by showing that the well described open split appendix technique can also be perform robotically, allowing for the creation of both APV and MACE. This video is to our knowledge, the first to demonstrate the use of robotic split appendix technique.
METHODS: A 6 year-old male with myelomeningocele, neurogenic bladder and bowel was not able to achieve urinary continence on a standard regiment of IC and anticholinergic. Urodynamic showed adequate bladder capacity at 300 ml with low storage pressure and adequate compliance. Unfortunately he had a low leak point pressure indicating poor outlet resistance. Thus indication for a bladder neck reconstruction with APV was made. There was also a need for implementing a good bowel regiment and after evaluation at our Center for Colorectal and pelvic Reconstruction by the colorectal surgeon, indication for a MACE was also made. We selected to utilize the Intuitive Surgical DaVinciâ Si robotic surgery system for the operation. Prior to port placement, we performed cystoscopy and injected 300 units of Botox into the detrusor muscle, we placed ureteral catheter for easy ureteral orifice identification during bladder neck reconstruction and an 8 French Foley catheter. We used a 12mm camera port just superior to the umbilicus and three 8mm robotic ports. A 12mm accessory port was also placed for additional assistance.
RESULTS: The patient was admitted the day prior to the procedure for mechanical bowel prep. The next morning he was taken to the operating room for the procedure. Total operative time was 7 hours. Total console time was 6 hours. A 10 French Foley catheter was placed through the APV channel and an 8 French feeding tube was placed through the MACE. A 5 French feeding tube was left stenting the urethra and was removed prior to discharge. He was started on a clear liquid diet on post-operative day #2 and advanced as tolerated. The patient was discharged home on post-operative day #4.
CONCLUSIONS: Robotic assisted bladder neck reconstruction with split appendix technique to create both APV and MACE is technically feasible in the pediatric population. As experience increases with such techniques, these authors expect that robotic surgery will continue to be utilized in more complex reconstruction and patients can experience the benefits that minimally invasive techniques offer.
Source of Funding: None

V7-08 LAPAROSCOPIC NEPHRECTOMY FOR PRENATALLY DIAGNOSED WILMS' TUMOR
Amir Toussi*, Candace Granberg, Patricio Gargollo, Rochester, MN INTRODUCTION AND OBJECTIVES: The most common diagnosis of neonatal renal mass is congenital mesoblastic nephroma. However, Wilms' tumor has been reported sporadically in the literature. We report the diagnosis, management and surgical approach to a prenatally diagnosed Wilms' tumor.
METHODS:
The patient was a newborn female found to have an abnormal renal ultrasound on routine 2nd trimester prenatal ultrasound. The mass was seen on subsequent ultrasounds at 32 weeks and again 37 weeks. Neonatal ultrasound confirmed the mass. A contrast-enhanced CT scan was performed on day 10 of life, revealing a centrally-located, multifocal, enhancing left renal mass. The remainder of staging work up was negative. She underwent a Laparoscopic radical left nephrectomy with lymph node sampling on day 26 of life. Intraoperative frozen pathology was consistent with Wilms' tumor; therefore, a port-a-cath was placed under the same anesthetic for administration of adjuvant chemotherapy. The case presentation and surgical management are described in the video.
RESULTS: The final pathology revealed favorable histology Stage II Wilms' tumor. There was extension into the renal sinus. Surgical margins were negative. There was no lymph node involvement. The patient was dismissed on post operative day 1. She received adjuvant chemotherapy with Vincristine and Dactinomycin based on the EE4A regimen. Port placement was performed using the novel HIdES (Hidden Incision Endoscopic Surgery); which renders the scar profile nonvisible if the patient is wearing a bathing suit.
CONCLUSIONS: Although the most common cause of neonatal renal mass is nephrogenic mesoblastic nephroma, Wilms' tumor cannot be excluded. Therefore, a timely management is warranted. A minimally-invasive surgical approach to radical nephrectomy and lymph node sampling is safe and feasible in the neonatal period.
Source of Funding: None
V7-09 PEDIATRIC ROBOT-ASSISTED LOWER POLE HEMINEPHRECTOMY WITH INTRAURETERAL INDOCYANINE GREEN IN A DUPLICATED COLLECTING SYSTEM NOT FOLLOWING WEIGERT-MEYER LAW
Ziho Lee*, Philadelphia, PA; Michael Packer, Gregory Dean, Jonathan Roth, Vorhees, NJ; Daniel Eun, Philadelphia, PA INTRODUCTION AND OBJECTIVES: Duplicated collecting systems that violate Weigert-Meyer law are rare, and have only been reported in a handful of case reports. Indocyanine green (ICG), a dye that can be visualized under near-infrared fluorescence, may be used as a real-time contrast agent in the surgical management of patients with atypical ureteral anatomy. We describe a robot-assisted lower pole heminephrectomy with intraureteral ICG in a 13 year old pediatric patient with a duplicated collecting system not following Weigert-Meyer law.
METHODS: Magnetic resonance urography demonstrated that the lower moiety renal pelvis was severely dilated proximal to a ureteropelvic junction obstruction and that the ectopic lower moiety ureter inserted into the prostatic urethra. Renal scan demonstrated an essentially functionless left lower moiety. The patient's family consented to off-label use of ICG after full disclosure. Intraoperatively, 10 milliliters of indocyanine green solution (25 milligrams indocyanine green in 10 milliliters distilled water) was injected into the lower moiety ureter through a ureteral catheter. Near-infrared fluorescence was toggled on and off throughout the procedure to visualize the green-fluoresced ureter throughout the case.
RESULTS: The patient's left lower pole moiety kidney and ectopic ureter were removed en-bloc. Use of intraureteral ICG allowed for definitive identification and precise dissection of the lower moiety ureter. Operative time was 235 minutes and estimated blood loss was 450 milliliters. On postoperative day one, the patient's Foley catheter was removed and the patient was discharged. There were no intraoperative or postoperative complications.
CONCLUSIONS: Exceptions to Weigert-Meyer law are uncommon. In such cases, the use of intraureteral ICG may be used as a contrast agent to definitively delineate ureteral anatomy intraoperatively. Vol. 197, No. 4S, Supplement, Sunday, May 14, 2017 THE JOURNAL OF UROLOGY â e825
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